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Appendix 1a
National HCFA 1500 Claim Form Sample
(Rehabilitation Agency) B
APPROVED OMB-0638-0008 T
| ] jprea HEALTH INSURANCE CLAIM FORM PICA "
— e —— pA
1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHER] 1. INSURED'S 1.D. NUMBER (FOR PROGRAM IN ITEM 1)
(Madicare £) Mecicaid #) [ | (Sponsar's SSN) (VA Flis 8 D (SSN or i) p (SSN) DID) 1234567890
2 PATIENT'S NAME (Last Name, First Neme, Muddie inal) JPATIEN"SDBC ol TE SEX 4. INSURED'S NAME (Last Nsme, Frst Name, Middie iniiaf)
. . i 1
Recipient, Im A. MMLDD YV M Fr]
5, PATIENT'S ADDRESS (No., Street} 6. PATIENT RELATIONSHIP TO D 7. INSURED'S ADDRESS (Na., Siraet)
609 Willow sen [] spouse[ ] cria["] omed ]
Ty STATE | 8. PATIENT STATUS (=124 STATE
Anytown WI singe[ | Mameo ] omer ] |§
P CODE TELEPHONE (include Ares Code) 2P CODE TELEPHONE (INCLUDE AREA CODE)
Employed Full-Time Pant-Time,
55555 KXX) XXX-XXXX ol i et ( )
9. OTHER INSURED'S NAME (Last Name, First Name, MG ineeh 10. 1S PATIENT'S CONOITION RELATED TO: 11. INSURED'S POLICY GROUP OR FECA NUMBER
OI-P M-7- g
2. OTHER INSURED'S POLICY DR GROUP NUMBER a. EMPLOYMENT? (CURRENT OR PREVIOUS) LMED“"SDATEDGW SEX - <
i
Ows [ il v O |8
b. OTHER ;{;QHEVC:S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (Stme) | b. EMPLOYER'S NAME OR SCHOOL NAME
(" '}
‘ Fellliis O Ow . . 2
¢. EMPLOYER'S NAME OR SCHOOL NAME ¢ OTHER ACCIDENT? ¢ INSURANCE PLAN NAME OR PROGRAM NAME
0w [Ow
@. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. 1S THERE ANOTHER HEALTH BENEFIT PLAN? :
[(Jves [ N0 wyee. retsm 10 and compie item 9 .
muwwmmmmammm 13. INSURED’SOHMJTFORIZEDPERSWSS!GNA‘IUREIM!
12 PATIENTS OR AUTHORIZED PERSON'S SIGNATURE | authorize the remase of any medical or other informetion Y 16 the undersigned phrysician or sapplier Jor
10 process thus claim._ ( 2ie0 requeet Payment of governmaent benaits eher 10 Myself Of 10 518 PErty WhO BCCEPS A8 d below.
below.
SIGNED e e e . . DATE ______  _.___. SIGNED . _ o ]
14 DATE OFCURRENT: I.LMSS(FN!M)OR 15, FPAT'ENTMSMADMONSWR WLLNESS. | 16. DATES PATENT UNABLE TOWON(NCURRENT%(WATON
INJURY {Accident) OR GIVE FIRSTDATE MM Do [+ 9]
PREGNANCY(LMP) ; FROM i : o
17. NAME OF REFERRIKS PHYSICIAN OR OTHER SOURCE 17a 1.0. NUMBER OF REFERRING PHYSICIAN 18. lﬁSPf.T‘A‘I‘.IZATgC OATYEVS RELATED TOC%ENTD.I-)ERVQEYS
LM. Referring MD B12345 FROM_ o 1 i
19. RESERVED FOR LOGAL USE 20. OUTSIDE LAB? $ CHARGES
Oves [w |
21. DINGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,23 OA 4 TO (TEM 24€ BY UINE) —j agoEgECADﬂESLMST‘ NAL AEF. NO.
L4359 — Pl — 23, PRIOR AUTHORIZATION NUMBER
2437.0 .l 1234567
24. A ] [ [+] E F G H I J K
DATE(S) OF SERVICE,, Ptace | Type |PROCEDURES SERWVICES. OR SUPPLIES DIAGNOSIS OAYS Rl SERVED FOR §
From ° ot of E Unusual Circumatar OR |Famiy
MM DD YY MM DD YY cwfvnw!r'c'é ' ma""" CODE somnoes | OR [Fa| ey | com| T Loom usE
y
02, 03 -95 | 06! 08: 95 97116 [PT 1 xxX'xx | 8.0
02:23 95 : 97110 lPT; 2 XX XX]| 1.0
! . ! ! Ml
4
02 01 95 ! ! 97265 IPT! 1 X)q XX 2.0 g
: ; ; :L 7
1 1 B .
: [ : &
1 ' i :
: L | i §
) . .
. . ' Recipient E
6 ; H X H Bpenddown._ |
25. FEDERAL TAX i.0. NUMBER SSN EN ' 26. PATIENT'S ACCOUNT NO. 27. ?S%&P\T ASSIGN':‘.ENT? 28. TOTAL CHARGE 29. AMOQUNT PAID NALANCE DUE
A Clasms, s0e back)
mn ves []no ¢ XXX XX [+ xxxx | XX.XX
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE | 33. PHYSICIAN'S. SUPPLIER'S BILLING NAME, ADDRESS. ZIP CODE
INCLUDING DEGREES OR CREDENTIALS H RENDERED (¥ other than home or office) & PHONE #
(1 cortity that the stalements on the reverse . .
200ly 10 this il and are Made & part thereot.) I.M. Nursing Home I.M. Billing
LM. Provider MM/DD/YY | 506 Willow 1 W. Williams
S1amED OATE Anytown, W1 55555 P'mAnytown, Wi 555?%_.1:' 87654300
(APEROVED BY AMA COUNCIL ON MEDICAL SERVICE B/88) FLEASE PRINT OK TYPE FORM HCFA-1500 (12-50)

FORM OWCP-1500 FORM RRAB-1500




